Public Law 89-97 provided grants for projects concerned with health of preschool and school children and 58 were awarded to health departments, medical schools, and teaching hospitals. Analysis of data reported by projects is presented and discussed.
UBLIC Law 89-97, approved by Presirdent Johnson on July 30, 1965, will be remembered as the Medicare law. Title II of Public Law 89-97 amended Title V of the Social Security Act, but these amendments attracted little public or congressional attention. The increase in authorizations for appropriation for Part 1 (Maternal and Child Health Services), Part 2 (Crippled Children's Services) and Part 3 (Child Welfare Services) merely continued a well-established pattern, particularly emphasized in the 1960s, and would not have caused any significant opposition regardless of the concurrent consideration of controversial legislative proposals such as Titles XVIII (Medicare) and XIX (Medicaid). Part 4 of Title V of the same law authorized a five-year program of special project grants to provide comprehensive health care and services to preschool and school-age children which would have met with greater resistance under different circumstances because it contained three innovative features:
1. For the first time in the history of Title V, grants were made available directly to any school of medicine with appropriate participation by a school of dentistry, and to any teaching hospital affiliated with such a school. This procedure by-passed the state health department which had been the traditional recipient of service grants under Title V. Only a signature of a state health official was required and, in practice, this requirement presented no problem. This new procedure had been recommended for three reasons: (a) Project grants would not be subject to the constraints of the formula grants which favor the rural child; (b) project grants could be channeled to areas with the greatest need, especially urban ghettos; and (c), by making grants available to medical schools and teaching hospitals, these institutions would have to broaden their vistas and become involved in community problems, coordinating their activities with local health, education, and welfare programs.
2. In addition to this departure from a standard procedure for the authorization to appropriate federal funds, health care was theoretically made available to all children without application of a means test except for treatment, correction of defects, and aftercare. The latter exception was not a real constraint since the legislation left the door open by stating that those services would oiliy be available to children who would not otherwise receive them-because they are from low-income families, or "for other reasons beyond their control." In practice, however, because of the ceiling on authorized appropriations, health care was not made available to all children. But the fact remains that the concept had been approved. embodying the possibility for the creation of a national program of comprehensive health care services for all children in the United States.
3. The third unique feature of the legislation lies in an attempt to effect a structural change in the health care delivery system, and to break with traditional patterns of merely increasing the amount of dollars available for the provision of services under an archaic system, i.e., it was not intended to be another reimbursement mechanism to pay for episodic care for physical illness.
This paper focuses on the first of these unique features of the Children and Youth Projects, viz., the authorization to appropriate federal funds directly to medical schools and to teaching hospitals as well as to health departments. The legislative intent was the same for each grantee agency, i.e., the delivery of comprehensive health care to children and youth of low-income families. Does experience so far point to differential delivery patterns and organizational differences in the three types of grantee ?
Methodology
Our findings are based on data derived from two sources: (1) Dynamic items come from the Uniform Quarterly Summary Reports submitted to the Children's Bureau by the projects since January 1, 1968, and (2) static items come from a questionnaire administered to all operating units. They cover the four quarters of fiscal year 1969, i.e., from rural. Peripheral urban means projects which are headquartered in a city or large town but at the same time have responsibility for the surrounding or peripheral areas. Table 1 shows the distribution of 58 operating units. Although statistically there is no association between the location of the project and the sponsoring agency, it should be noted that 20 out of 22 projects are located in the central city.
Size by Location
The size of a project is determined by the number of children who reside within the geographic area of the project and who fall within the age limits as set by the project director. Legally the upper age limit may be the twentyfirst birthday but in practice the upper age limit is usually lower. In absolute terms, project size ranges from 1,500 to 541,557 children. Projects were divided into three size categories as indicated in Table 2 .
Application of a x2 test of common distribution resulted in a low x2 value and, consequently, a high p-value which indicates no distributional difference between the size and the location of the projects. This nonsignificant finding, however, means that central-city projects, which have a potentially larger target population for equivalent geographic areas, propose to reach a smaller proportion of this potential target population than do peripheral urban and rural projects. of children within the geographic area and within set age limits.
A simultaneous analysis of size, location, and operating unit gives a better insight into the relationship among these three variables. Channeling funds directly to urban low-income areas was an explicit objective of the Children and Youth program and, therefore, it may be apposite to focus on the 43 central-city located projects. 
Referral Sources
The Uniform Quarterly Summrary Report documents the route by which each child enters a project, and it lists 13 possible sources of referral for each new registrant. Because it is sometimes difficult to distinguish, in practice, between two closely related sources, and because some sources are used infrequently, the total of 13 was combined into 7 main referral sources. For example, a differentiation between "self, relative, or guardian" and "friend or acquaintance" is frequently difficult. Therefore, these two sources were combined into one. The following 7 combinations resulted:
(1) self, relative, guardian, friend, or acquaintance;
(2) Children and Youth Projects;
(3) Children's Bureau-supported activities;
(4) hospitals; (5) schools and Head Start Projects; (6) health department and visiting nurse association; (7) personal physician or dentist, governmental welfare agency, other governmental agencies and programs, other voluntary agencies.
Each of these seven referral sources was analyzed in terms of its frequency of use by a health department, teaching hospital, or medical school-affiliated project. The Appendix contains the tables indicating the probability values obtained through the application of the Mann-Whitney U test (Tables 2-8 ). An examination of these tables yields the following findings:
Sell, Relative, Guardian, Friend or Acquaintance In all four quarters the teaching hospitals used this first referral source significantly more often than the health departments, but the difference decreases markedly when compared to medical schools. Other results are not statistically significant except for some of the combinations of different types of operating units. How can we interpret these findings? Theoretically one could posit that self-referrals are a measure of acceptability of the project by the community and therefore teaching hospital-affiliated projects demonstrate greater acceptance. Less theoretically and more attuned to the real world, one could also suggest that selfreferrals in the case of teaching hospitals may represent children who seek care in the hospital's emergency room or outpatient department-either because these are the only accessible sources of care or because of a medical emergency-and who are then registered as Children and Youth Project patients.
Children and Youth Projects-This second referral source is intended to identify siblings of index cases and registrants referred by project staff members, and may be viewed as a measure of project outreach. Health departments use this referral source more often than either teaching hospitals or medical schools. The findings are statistically significant except in one quarter in which one project substantially changed its referral pattern to yield a nonsignificant statistical result. At least two explanations seem plausible: (1) Health department-affiliated projects register the siblings of index cases and therefore indicate the project as a referral source for their children; and (2) health department project staff members refer children to the project as VOL. 60, NO. 8. A.J.P.H. a result of outreach efforts. The first explanation cannot be accepted because, as will be pointed out later, an examination of the number of new registrants per family does not indicate a clear pattern among the three types of delivery units. The second explanation, namely greater outreach, is therefore tentatively adopted.
Children's Bureau-Supported Activities-As a referral source, this attempts to identify children referred by such Children's Bureau activities as Maternal and Infant Care, Maternal and Child Health, Crippled Children, and Mental Retardation. No clear-cut differentiating pattern emerges from the data analysis.
Hospitals-This fourth source of referral identifies the registrants who are referred from inpatient or outpatient areas of any hospital facility. For only one out of four quarters did the teaching hospitals use this referral source in a significantly higher proportion than the health departments, but no difference is found between medical schools and health departments. Teaching hospital and medical school projects compared with health department projects yield only one significant finding, but a definite trend indicating a greater use of this referral source by teaching hospitals and medical schools seems to emerge. A comparison between the latter two confirms the null hypothesis of no difference; consequently, both types of projects appear to use inpatient and outpatient areas of hospital facilities as a referral mechanism to the same extent, and more frequently than the health departments. AUGUST, 1970 former, whereas this is not the case when a comparison is made between health departments and medical schools. Because medical school projects use this referral source significantly more often than teaching hospitals in one out of four quarters, and a clear trend exists in the other three quarters, one can rankorder its utilization by the three types of sponsoring agencies as follows: (1) health department, (2) medical school, and (3) teaching hospital. To a certain extent, the use of these four less frequent sources of referral-combined into one for analytical reasons-reflects the degree of cooperation on the part of the projects with various other community resources.
Rates of Episodes of Illness
The Uniform Quarterly Summary Report provides data on: (1) the number of registrants who receive emergency treatment prior to their initial medical evaluation; (2) the number of registrants with episodes which occur during the process of initial medical evaluation and which are not part of the basic care plan; and (3) the number of registrants with acute episodes in the medical area after the immediate care plan has been completed and the registrants are under health supervision. These three different rates of episodes of acute illness or injury will be referred to, for convenience, as episode rates before, during, and after health assessment.
Tables 9-11 in the Appendix list the probability values resulting from the statistical analysis of the data, stratified according to the type of sponsoring agency. As can be observed from an examination of these values, very few are statistically significant. The teaching hospital projects reveal a significant finding in one quarter in the before category when compared with medical school and health department projects; they show a significant finding in three out of four quarters in the during category when compared with medical schools.
The data are inconclusive; only a slight trend toward a higher proportion of rates of episodes of illness in teaching hospital projects can be noted for emergency treatment before entry into initial health evaluation, and in health departments for the during category. Whether this finding of no difference among the three project types is due to the quality of the reported data, or to a true reflection of the real situation, can only be substantiated through the future analysis of data of subsequent quarters. The authors acknowledge the difficulty in accurately reporting this type of information in the initial stages of project functioning, and data from only 17 projects could be used.
Selected Items of Service
Each project reports the number of registrants receiving selected items of service in each quarter. These items are merely inputs and represent the traditional proxy indicators used in the health field. They do not tell anything about the process or the output of a health care delivery system. The following items are routinely reported: eyeglasses, hearing aids, other appliances, tooth extraction, tooth filling, fluoride application, psychometric tests, hospital admissions, hospital days accrued, immunizations, and referrals to prevocational and vocational training and counseling agencies. With the exception of hospital admissions, there seems to be no difference between health department, teaching hospital, and medical school-affiliated projects in the provision of the above mentioned items of service. They are provided by all three types of grantee agencies approximately in the same proportions. Hospital admission rates, however, present a different picture (Appendix Table 12 ).
A comparison of health department projects with teaching hospital projects shows that, in two out of four quarters, the latter admitted significantly more registrants to the hospital than the former. In all four quarters the medical school projects admitted significantly more children to the hospital than was the case for health department projects. There is only one statistictlly significant difference between teaching hospitals and medical schools. At least five explanations are possible: (1) different morbidity patterns among registrants; (2) different registration criteria; (3) difference in criteria for admission of registrants as inpatients; (4) 
Number of New Registrants per Family
The authors hypothesized that the number of new registrants per family might be different in the three sponsoring agencies, i.e., it could be possible that one type of project, by registering the siblings and the index cases at the same time, would register a proportionately higher number of well children. This would in part explain the differences found with respect to hospital admissions. However, analysis of the data showed no statistically significant difference among the three operating agencies, even though a trend indicating a higher number of new registrants per family for health department-affiliated projects was discernible. AUGUST, 1970 Elements of the Care Process Elements of care in the comprehensive care cycle are defined as a series of sequential steps in the process of delivery of health care. These elements are registration, health assessment, care plan, treatment when appropriate, and health supervision. Health assessment, writing a care plan, and rendering treatment (if appropriate) constitute three closely interrelated elements of care which, in practice, are difficult to distinguish. The analysis, therefore, focused on three unequivocally identifiable process steps, viz., registration, health assessment, and health supervision. Thus during any given quarter, a new registrant may be either in "registered only" and awaiting health assessment, or in "health assessment" with a care plan being written and ordered treatment being initiated; or he may be in "health supervision"-meaning that the ordered immediate treatment has been completed (if appropriate) and only routine preventive services are needed, or that the registrant is under a long-term care management plan.
The present analysis takes into account only the medical and dental functional areas and is based on data from fiscal year 1969. A x2 of common distribution was used to analyze the data classified by the three care-process steps and by the three types of projects. The results of the statistical analysis are highly significant, and the null hypothesis of no difference between health department, teaching hospital, and medical school projects is rejected. The same data on which the statistical test was done are recast in percentages in Tables 5 and 6, i.e., each step in the process elements of care is expressed in percentages with the three steps adding up to 100 per cent for each type of project. The number of projects (n) is indicated in parentheses.
Health department projects have slightly lower percentages of new registrants in "registered only" and, in three out four quarters, the highest percentages in "health supervision" in the medical functional area. In the dental functional area they also tend to have lower percentages of new registrants in "registered only," but teaching hospitals consistently have the highest percentages in "health supervision." For HD=Health Department (n=10).
TH=Teaching Hospital (n=8). ASS=Medical School (n=8).
the medical functional area, the health department projects are followed by medical school projects; in the dental functional area, health department projects are followed by teaching hospital projects in the "registered only" category but preceded by teaching hospital projects in the "health supervision" category. A This would suggest an effective organizational system for recruiting and registering children, as well as effectiveness in the actual delivery of medical and dental services. Children and Youth Projects affiliated with and managed by teaching hospitals are almost all located in the central city. Their size in terms of number of children within their geographic area varies widely. Out of the 16 large central-city located projects, 9 are affiliated with a teaching hospital. Self-referrals constitute an important referral source as well as outpatient and inpatient areas of a hospital facility. A higher proportion of registrants are admitted to the hospital as inpatients and, in one quarter, more registrants tended to have emergency treatment prior to their initial health assessment.
These facts suggest that teaching hospital projects draw more heavily upon the outpatient department and the emergency room as a referral source; therefore, they probably register children with more serious pathological conditions who more often require hospitalization and/or intervention before a complete health evaluation is done. With respect to the three major elements of the care process in the medical functional area, they tend to have the largest number of new registrants in the "registered only" category during the quarter that these children are registered and, conversely, a smaller proportion of children under health supervision. The dental functional area, however, presents a different picture: a smaller percentage of new registrants in "registered only" and the highest proportion of children under health supervision. These projects seem to lack the well-oiled administrative machinery for cooperation with other community agencies; only in the dental functional area do they seem able to deliver care more expeditiously to those children for whom they have accepted responsibility.
Children and Youth Projects affiliated with and managed by medical schools may be located in either a central city or a peripheral urban or a rural area. Project size ranges from very small to very large, although relatively more small central-city located projects tend to be medical school-managed. They have registered and serve a higher proportion of children in their geographic area indicating a higher penetration rate. The medical school projects, like teaching hospital projects, tend to utilize inpatient and outpatient areas of a hospital facility as a referral source more often, and tend to have a higher proportion of their registrants admitted as inpatients. Thus they also seem to utilize the outpatient department and the emergency room as a referral source more frequently, registering children with more serious pathological conditions who subsequently are hospitalized.
Medical school-affiliated projects have a greater new registrant backlog in the dental functional area than the two other sponsoring agencies, but they are more expeditious in the medical functional area than the teaching hospital projects.
Throughout this discussion it should be borne in mind that the analysis has focused on variability and similarity among the three groups; therefore some individual projects may not follow the described patterns. An analysis of the within variability has not yet been done. In addition, it must be pointed out that the data are derived from activities which took place in fiscal year 1969 which, for some projects, still represented a "tooling up" period. As projects gain more experience. some of the VOL. 60, NO. .02
Mlfann-Whitney U Test-probability values (2-tailed). Mann-Whitney U Test: probability values (2-tailed).
The SST-A Poor Bet
In recent testimony before a Senate subcommittee, Russell Train, chairman of the President's Council on Environmental Quality, commented on the development of supersonic transport and its potential noise pollution. Mr. Train put it this way: "I believe that if we set our standard for the supersonic aircraft in a way which insured that the noise environment in and around our airports will not be degraded, that it will be exceedingly difficult if not impossible for the SST as presently designed and the Concorde as we now know it to operate from U.S. airports." (All Clear, May/June, 1970; 299 Forest Avenue, Paramus. N.J. 07652.) 
